of the lesions above described are horny in character, especially those on the anterior of the legs and shoulders. I suggest they are allied to those found in lichen obtusus corneus, three cases of which I have shown here, but in this condition it is often difficult to find lichen planus lesions on other parts of the body. Some of the lesions are distinctly annular, with recent small lichen planus papules occurring in the periphery of the lesions. Some of the lesions, especially about the elbows, are in a linear formation.
THIS is one of four cases of lupus erythematosus associated with rheumatoid arthritis that I have recently come across, and the patient is of interest because, apart from these two conditions, she has retrobulbar optic neuritis, of the type which, according to ophthalmic surgeons, is usually associated with some infection, generally of the teeth. She was well until four years ago, when she began to feel "run down" and had neuralgia. The lupus erythematosus began on the nose, later spread to the cheeks, and then appeared on her hands. At the same time she developed arthritis, involving chiefly the metacarpophalangeal joints of the hands, the knees, the shoulders, and the elbows, and, in addition, the temporo-mandibular joints. When I first saw her last November she had quite extensive patches on her cheeks, but these have now disappeared, perhaps because she has been kept at rest in bed. All the time she has been under observation she has had pyrexia of varying degree. Occasionally she gets an acute exacerbation of her arthritis, and then there is an increase of fever. Obviously she is being infected from somewhere, but I am not yet sure from what source. Before I saw her she had had some teeth removed, which I believe were septic, and there followed a temporary improvement in her arthritis. There seem to be no apical abscesses in her remaining teeth, but pus pockets were found, from which a strongly haemolytic streptococcus has been isolated, but it is too early to say whether that is the responsible organism. There is no clinical evidence of tubercle. X-rays reveal some opacities in the lungs, but there are no lung symptoms, neither do there seem to be any tuberculous glands. The ulcer on the nose was caused by carbon dioxide snow treatment.
DISCUSSION.
Dr. SIBLEY said he had at present in St. John's Hospital a remarkable case of lupus erythematosus disseminatus, in the person of a conmparatively healthy young woman, w%Nho caine with an obscure dermnatitis on her chest, arms and fingers. After being in a few weeks she developed a typical lupus erythemiatosus butterfly patch across the nose and contiguous parts of the cheeks, with a well-defined margin. In two or three weeks that completely disappeared, but the body lesions became more pronounced. Recently she suddenly developed a large bulla on her right leg, and her temperature rose to 105'6' F. Two or three days later she had a bulla on the right arm, when she had a rapid pulse and seemed ill. These lesions have now completely subsided, and her temperature was down to normal. A few days later the typical erythematosus area reappeared over her face, in the former butterfly form, and it seemed likely to disappear again without leaving anything behind. He did not know what was the connexion between the bullous eruption and lupus erythematosus, and he did not know what was the source of her trouble, unless it were her throat; she had enlarged tonsils, and she had complained of a sore throat. Her feet, especially the soles, were always excoriated and very sore, and but for this he would have brought her to be shown. He considered that the prognosis in these cases was distinctly bad.
Dr. F. PARKES WEBER asked whether there was any disease in the pelvic organs, and whether the urine had been examined for the presence of the Bacillus coli.
Dr. GRAY asked whether Dr. Barber had had the blood cultivated in any of the four cases. He had recently had under care a cake which had been under Dr. Sequeira and was very much improved by him by means of intravenous injections of quinine. The edge of the original patch, however, had never quite quieted down. Dr. Gray had got Dr. Teale to give her streptococcal vaccines and she had a bad reaction after the third injection. When that subsided there was not much improvement in the lesion. A few weeks after this reaction her temperature suddenly shot up to 1050 F. in a few hours, and she complained of pain in the back of one ear. In a very few hours a sharplymargined patch began to spread forwards, and in twenty-four hours she had a whole lupus erythematosus area standing out like erysipelas. In three days this had subsided, and the temperature was down to normal, and the swelling gradually subsided. In the acute stage Dr. Goodhart took cultures of the blood. He inoculated four tubes and two of them grew a heemolytic streptococcus, one was sterile and one grew a Staphylococcus albus, That was interesting in view of Dr. Cranston Low's cases, reported in the British Journal of Dermatology,' in one of which he isolated hsemolytic streptococcus from the heart blood.
Dr. J. H. SEQUEIRA said that lupus erythematosus was still generally regarded as a skin disease, whereas in the view of most dermatologists, it was a manifestation of septicaemia. With regard to the streptococcal hypothesis, some years ago he had under care a 15-year-old girl who had most acute lupus erythematosus. Before her death she developed an enormous abscess in the thigh which was found to be streptococcal. But he did not think it was proved that that organism was the sole cause of the condition. In several of his cases of this acute type great benefit had resulted from the intravenous injection of quinine, and one haemorrhagic case of lupus erythematosus had cleared up under this treatment, but that patient also had now relapsed. The dose was 5 gr. hydrochlorate of quinine in 10 c.c. normal saline, first injected once a week and then twice a week. In some there was slight shock at the time of the injection; nearly all his patients had had quinine before, and even while the injection was being done, complaint was made of a bitter taste in the mouth.
The PRESIDENT said a notable feature in this case was the association of rheumatoid arthritis; he had himself had three or four cases showing the same'association. Dr. GRAHAM LITTLE was able to recall two cases of the kind. The first was taken into St. Mary's Hospital as " acute rheumatism "; the rash was not recognized until later, when he diagnosed extensive lupus erythematosus. The patient died soon after. Recently there had been another case of the kind at St. Mary's: it ran a very acute course, and death occurred three months after admission.
Dr. BARBER (in reply) said the patient's urine was sterile; he had not had the pelvis examined as the patient was unmarried. No abnormal organisms had yet been found in the f8eces. In one case of lupus erythematosus which he had observed, septic8emia developed, presumably of streptococcal origin, but blood cultures were sterile. However, it seemed to him that when these cases became acute their condition resembled a' streptococcal septicaemia far more than a general tuberculosis, and he did not think there was any evidence that lupus erythematosus bore any direct relationship to tubercle. He thought, on the other hand, that considerable evidence had now been collected to show that in some cases, at least, a streptococcus was the causal organism, as it was in many cases of rheunmatoid arthritis.
Parakeratosis Variegata.
By H. W. BARBER, M.B. THIS boy, aged 13, came to me a few weeks ago with an eruption which I diagnosed as belonging to the parapsoriasis or parakeratosis variegata group. The eruption first appeared at the end of last September, first on the arms, then on the shoulders and legs. There are no subjective symptoms, and very little scaliness. On the shoulders particularly there are telangiectatic spots such as I have not seen before in similar cases, but Dr. MacLeod tells me that in the case which he first described over here there were definite telangiectases. I was interested to read, in an American paper, of good results in this disease from the use of ultra-violet light, and I propose to give it a trial.
DISCUSSION.
Dr. MAcLEOD agreed with Dr. Barber's diagnosis. He did not know of so young a case having been recorded. One point of interest which he had been trying to work out was the idea that it was not a toxic condition. One of the earliest recorded cases, a case of Dr. Colcott Fox, was that of a man whose work was of a confined character, who always said he suffered from the heat. Not long ago the speaker saw a man with a very typical parakeratosis variegata on the arnms and legs. He was a very intrepid flying man; he had done some very high flying, and was fond of going in for " stunts." That man said the condition had been present before, but it was made much worse since he had flown to great heights. The whole arrangement of the lesions was extraordinarily like that of erythema ab igne, and there might be some physical cause for it.
Dr. GRAY said he could not state what was the effect of ultra-violet rays on parakeratosis variegata, but he had had two or three cases of parapsoriasis en plaque which he had treated with the quartz lamp, and he was at first very much impressed with the result; but when the treatnient was stopped the condition recurred. None of them had been any better for it, ultimately.
Case for Diagnosis.
By E. G. GRAHAM LITTLE, M.D.
PATIENT, a man, aged 75, has suffered three years from the skin condition now present. For two years he has been subject to profuse sweats, especially at night. In coming from St. Mary's to this building this afternoon the exertion made him wet through. He gives a history of boils for forty years, and he had a recurrence twelve months ago. Two sisters and one brother died of what is reported to have been cancer. There is much thickening cf the skin of the nape of the neck and of the scalp and eyebrows, with consequent loss of hair. He has sheets of large comedones on the chest and on the thighs, and on the legs this has diminished to a more finely follicular eruption, like pityriasis rubra pilaris. Microscopic section of a specimen, which I am showing, reveals
